Primary carcinoma of ectopic breast tissue is rare. We present a 57-year-old female patient with a large erythematous bulging mass in the right axilla. Imaging studies did not reveal any other lesions except for the one detected in the right axilla. Wide excision with axillary lymph node dissection was performed. The pathology report revealed a poorly differentiated carcinoma with no surrounding lymphoid tissue or lymphovascular infiltration or noncancerous breast tissue. We think that in our case the tumor was probably derived from a primary carcinoma of ectopic breast tissue rather than from a metastatic tumor or occult breast cancer. One year later, the patient presented with a local recurrence at the ipsilateral breast. Mastectomy with chemotherapy was performed. After three cycles of chemotherapy, imaging studies revealed distant metastases. This case report and literature review describe the characteristics of ectopic breast cancer in the axilla and reflects on which initial management strategy is appropriate.
INTRODUCTION
Primary carcinoma of ectopic breast tissue has been reported only in a small number of cases. Ectopic axillary breast tissue differs from the axillary components of the tail of Spence, because it develops as a result of the failed resolution of the mammary ridge, an ectodermal thickening that extends from the axilla to the external genitalia [1] .
Copeland and Geschickter [2] proposed a classification of ectopic breast tissue, in which accessory nipple formation, areolar formation, or both, with or without the glandular breast, is termed supernumerary breast. In contrast, an aberrant breast refers to ectopic breast tissue that lacks a nipple or the areolar complex. Thus, we refer to an aberrant breast as ectopic breast tissue.
CASE REPORT
A 57-year-old female patient noticed an erythematous bulging lesion in her right axilla for 2 months. There was also a palpable mass in her left breast that had been present for several years, but had not been evaluated further. Physical examination showed a tender and poorly defined mass measuring 5 cm in diameter with pustular discharge from the central punctum in the right axilla, and a well-defined, round mass in the left breast. There was no accessory nipple or areolar complex in either axilla. The early diagnosis was infected epidermal inclusion cyst or lymphadenitis. To confirm this diagnosis, we per- 
DISCUSSION
The overall incidence of ectopic breast tissue is reported as 6% of the general population [3] . Among this population, ectopic breast carcinoma is rare and is reported as a disease that shows variations varies in incidence rate. Chiari [4] reported that ectopic breast carcinoma accounts for 0.3% of all breast cancers in one series, whereas it was 0.2% to 0.6% in Japan. The ectopic breast tissue was predominantly located in the axilla, with a frequency of 71% according to Evans and Guyton [1] and 58% according to Marshall et al. [5] . The frequencies for other sites were 18.5% in the parasternal region, 8.6% in the subclavicular region, 8.6% in the submammary region, and 4% in the vulvar region [5] . Nihon-Yanagi et al. [6] Pathological findings showed similar results to anatomic breast cancers, which are mainly invasive ductal carcinomas [6, 7] . FNA was used as a diagnostic tool, because it is minimally invasive. A ductal carcinoma of ectopic breast tissue is not always initially diagnosed by FNA. It is particularly difficult to differentiate ectopic breast cancer from lymph node metastasis in patients with adenocarcinoma [6] . A differential diagnosis with lymph node metastasis can be established by confirming the absence of lymph node tissue and lymphovascular infiltration. Normal breast tissue surrounding the tumor is a common pathological finding in the majority of case reports, supporting the histological conclusion that the tumor originated from ectopic breast tissue [6] [7] [8] . To this end, a core needle biopsy was performed to obtain sufficient tissue. However, in our case, normal breast tissue was not found near the tumor, conflicting with our diagnostic confirmation of the tumor originating from ectopic breast tissue. Owing to the poor histological tissue grade, the histological distinction was difficult. The differential diagnosis of a tumor originating from the skin adnexal gland was necessary. However, the tumor displayed no continuity with respect to the skin, originated from the deep layer, and proliferated throughout the subcutaneous layer. Finally, despite the absence of normal breast tissue, we concluded that the tumor had originated from the ectopic breast tissue.
Some authors recommend ipsilateral radical mastectomy as the surgical treatment of choice. However, Cogswell and Czerny [9] argued that there is no difference in the recurrence rate between radical mastectomy and local excision with axillary dissection, insisting that local excision with axillary node dissection is the treatment of choice. Evans and Guyton [1] are also opposed to the benefit of mastectomy over axillary dissection. Mastectomy should be conducted when a differential diagnosis is difficult [10] . According to case reports from Japan from 1998 until today, local excision was conducted in 79.2% of cases, whereas mastectomy was conducted in 20.8% of cases [7] . In the present case, wide excision with a clear cut margin resulted in local recurrence and distant metastases. However, considering the rarity of the disease itself and the lack of follow-up or staging data, it was very difficult to evaluate the outcome and prognosis of either surgical treatment.
Lymph node metastasis is considered to be one of the most significant prognostic factors and is likely to occur through the surrounding anatomical structures that are in close proximity [7] . As was shown in our case, axillary node metastasis revealed a poor prognosis with rapid recurrence and distant metastases.
Initially, an axillary invasive ductal carcinoma that originates from ectopic breast tissue is prone to be misdiagnosed as a benign inflammatory disease. Delayed diagnosis is an important concern. To confirm the diagnosis, we should perform a careful evaluation using imaging and pathological testing. Then, an appropriate choice of surgical treatment is important. If advanced node metastases is present, as was the case for our patient, aggressive surgical treatment options such as a mastectomy should be performed. Due to its rarity, further studies are needed to accurately understand this disease and assess treatment results.
